Purpose of the study: Home health aides (HHAs) provide valuable resources to address existing and predicted needs for taking care of the aging population. Both the older adult and healthcare provider populations in the United States are becoming increasingly diverse. The study examined the effect of culture and language discordance between HHAs and their patients or coworkers on worker outcomes. Design and methods: Data from this study were from the 2007 National Home Health Aide Survey. T Tests and ordinary least squares regression were used to analyze the relationships between cultural discordance and worker outcomes. Results: Cultural discordance with patients was associated with lower levels of job satisfaction among HHAs. Cultural discordance with coworkers was associated with lower levels of job satisfaction and, increased intent to leave one's job. Implications: The current study suggests that cultural discordance does affect worker outcomes. However, home healthcare workers appear to differentiate between cultural discordance with patients and with coworkers. This article concludes with strategies for all involved in the care of older adults to improve the experience of HHAs and to ensure patients receive the best possible care.
An increased demand for formal homecare services has resulted due to an increase in the aging population, changing family structures and lifestyles that limit familial caregiving, and restrictive employment practices (Butler, Wardamasky, & Brennan-Ing, 2012) . The U.S. population is projected to age over the coming decades with a higher proportion of people aged 65 and older. By 2030, older adults aged 65 and older are projected to make up 20% of the U.S. population (U.S. Census Bureau, 2015) . People who need homecare services are expected to increase from 13 million in 2000 to 27 million by 2050 (Kaye, Chapman, Newcomer, & Harrington, 2006) . The number of workers is expected to grow by 70% from 1.9 to 3.2 million between 2010 and 2020, outnumbering nursing home and residential care workers by nearly two to one (O'Malley Watts, 2010) .
Home health aides (HHAs) provide hands-on patient care related to activities of daily living such as dressing and meal preparation. The profession is made up of 91% women with 21% being a single mother (Paraprofessional Healthcare Institute, 2014) . On average, HHAs work 34 hours per week. The average annual earnings for HHAs are about $17,000 with the median hourly wage of $9.38. The low wages have resulted in 56% of workers relying on public assistance. In terms of health coverage, 37% are uninsured, 34% have employer-sponsored insurance, 21% rely on public insurance, and 8% have private insurance.
The increasing diversity in the U.S. population, including HHAs and people who need care, requires an increased comprehension of communication challenges and their impact on worker outcomes. About 20% of Americans speak a language other than English at home with half of these having little or no English proficiency (González, Vega, & Tarraf, 2010) . By 2044, more than half of the United States will be composed of nondominant racial and ethnic groups (any group other than non-Hispanic White alone) (U.S. Census Bureau, 2015) . States like California, Texas, Hawaii, and New Mexico as well as cities like Washington, DC, already have a majority-minority population (U.S. Census Bureau, 2015) . Groups that are the fastest growing are people who identify with two or more races followed by Asian Americans and Latino Americans (U.S. Census Bureau, 2015) . With 44% being European American, a majority of HHAs already represent nondominant racial and ethnic groups with 32% African American, 17% Latino American, and 7% other (Paraprofessional Healthcare Institute, 2014) . The older adult population is becoming more racially and ethnically diverse with European Americans decreasing from 86.9% in 2000 to 84.8% in 2010 (U.S. Census Bureau, 2014) . The foreignborn population of 65 and older between 2014 and 2060 is projected to increase from 14 to 32% (U.S. Census Bureau, 2015) .
Unfortunately, formal care is viewed as an undesirable career with unpleasant work for low wages and limited career advancements in which workers are treated with little value and respect (Miller, 2012) . Factors that affect HHA worker outcomes have been examined by others (McCaughey et al., 2012; Rakovski & Price-Glynn, 2010; Yoon, Probst, & DiStefano, 2016) . There seems to be a gap in the literature on HHA worker outcomes and language and cultural concordance. HHAs are an important human resource who can provide information on patients to the healthcare team (Yoon et al., 2016) . In order for HHAs to provide good information, workers need to communicate effectively with the healthcare team. Given the increased diversity and the projected continuation of the increase in the United States, including the HHA and older adult population, effective communication is more important than ever. Effective communication requires a shared system of communication, assumptions, and beliefs known as language and cultural concordance.
This study explores language and cultural discordance between HHAs and patients and the healthcare team. Cultural discordance in service provision is when providers and patients do not share assumptions and beliefs that are linked to norms that govern patterns of behavior. Language discordance is when providers and patients do not share the same system of communication used by a particular community or country. Cultural and language discordance can lead to miscommunication in providing appropriate care. To date, most of the research on culture and language concordance in health care has focused on physicians and nurses. This study attempts to fill the gap with a focus on HHAs because the workforce is relatively invisible. To achieve this objective, a nationally representative survey of HHAs who are employed by licensed or certified home health agencies and hospice providers is examined.
Literature Review

Culture and Language
Cultural background was found to be important in determining how workers understood their job (Solari, 2006) . Cultural concordance can increase workers' cultural competence in their awareness, knowledge, understanding, and sensitivity to the uniqueness of their patients. Having shared culture is critical in providing appropriate health care because perceptions of health and well-being as well as illness and disease are culturally defined (Puebla Fortier, Shaw Taylor, Convissor, & Pacheco, 1999) . The understanding and articulation of pain, for example, is influenced by cultural background (Stein-Parbury, 2013) . It is known that culture plays a crucial role in the health of nondominant racial and ethnic groups and can influence the quality of health care received by them as patients (Marks, 2002) . When there is cultural concordance between providers and patients, customer satisfaction rates and other measurable outcomes are significantly more positive (Malat, 2001) .
The meaning of language is created in the social world through culture. According to Guttman (2004) , linguistic competence is a crucial part of cultural competence. Language creates a mutual affinity and instant rapport with patients that contributes to better linguistic and cultural understanding (Ng, Popova, Yau, & Sulman, 2007) . The growth of nondominant racial and ethnic groups in the United States places an increasing demand for language-responsive health care. Removing language barriers is essential to reducing ethnic and racial healthcare disparities. Individuals tend to express themselves more freely in their native language and feel better understood (Ng et al., 2007) . Among foreign-born Latino American patients in a national study, González and colleagues (2010) found that patient-provider language concordance was related to patients' reporting less confusion and frustration with information from providers as well as patients' overall rating of healthcare quality.
Differences in culture and linguistic background pose significant challenges to developing good relationships in providing care (Samovar & Porter, 2012) . Unclear language and miscommunication have been found to be key barriers to effective care across healthcare institutions (Xu & He, 2012) . Language barriers can result in health needs being unmet (Liu, 2013) . Differences in language and culture can impact effective communication in which individuals involved are able to have contextually appropriate language and understanding of the situation (Block, 2003) . Effective communication is an essential skill for health professionals. Candlin and Candlin (2002) found a direct correlation between the quality of communication and the care provided. For HHAs, effective communication entails relaying patient information to the healthcare team and interacting with patients and their families.
Provider-Patient Differences
Research shows that people tend to have strong preferences for others who are like them (McPherson, Smith-Lovin, & Cook, 2001) . Shared backgrounds between workers and patients ensure understanding. Shared backgrounds contribute to effective communication that produces contextually appropriate language and understanding of cultural nuances of a given situation (Block, 2003) . Provider-patient culture and language concordance may contribute to building rapport and smoother social interaction.
There is a growing body of literature on the relationship between provider-patient language barriers and quality of care and outcomes. Among nurses, language barriers have resulted in their feeling insecure about the caring relationship (Xu & He, 2012) and being afraid of making mistakes (Lundberg, Bäckström, & Widén, 2005) . Clinical interviews have been found to be compromised, and the quality of health care has been found to be negatively affected due to patient and provider speaking different languages (Flores, 2005) . Compared with patients of similar cultural backgrounds, studies have found communication between physicians and patients of different cultural backgrounds to be less effective, contain more misunderstanding, lead to poorer quality of care received, and result in less patient compliance (Schouten & Meeuwesen, 2006) . Studies show that physicians show less empathy toward patients who have different cultural backgrounds as themselves and miscommunication exists during clinical visits (Schouten & Meeuwesen, 2006) . Lastly, patients speaking a different language than their healthcare providers has been identified as a structural barrier to health care (Bridges, Andrews, & Deen, 2012) .
Worker Outcomes
Difficulty communicating with others due to cultural and language discordance in the work environment can be a contributor to worker job satisfaction and recruitment and retention problems for agencies. Among HHAs, 35% reported that they were very likely or somewhat likely to leave their jobs within the following year (Bercovitz et al., 2010) . Several factors have been found to contribute to job dissatisfaction among healthcare workers in general and HHAs specifically. The increased diversity within the long-term care setting has been found to be the most difficult aspect of HHAs' jobs and to impact job satisfaction (Parker, Friedman, Lach, & Engle, 2006) . Other reasons for job dissatisfaction may include uncertainty about roles and responsibilities, not being respected, racial tensions between worker and patient, isolation, and lack of career advancement opportunities (Morris, 2009) . For HHAs, the job requires considerable travel and less consistent hours that may cause dissatisfaction for some (Howes, 2008) . The care process exposes HHAs to emotional and physical occupational stress (Bercovitz et al., 2010) .
Reasons have also been found in the literature that contribute to job satisfaction. Factors that contribute to job satisfaction include challenging work, commitment to patients, and caring for others (Rakovski & Price-Glynn, 2010) . HHAs reported high levels of job satisfaction related to intrinsic aspects such as learning new skills and doing challenging work. Job satisfaction with extrinsic aspects such as benefits and wages was substantially lower (Stone, Sutton, Bryant, Adams, & Squillace, 2013) . Perception of supervisor and organizational support has been found to directly or indirectly associate with job satisfaction among female HHAs (Yoon et al., 2016) . Having personal support (measured by being respected, being involved in challenging work, being trusted, and being confident) has also been found to relate to job satisfaction and supervisor quality (Yoon et al., 2016) . Finally, ethnic diversity has been found to contribute to increased job satisfaction among healthcare workers in hospital settings (Gates & Mark, 2012) .
Job satisfaction affects the rate of turnover. High turnover rates have contributed to low wages, heavy workloads, poor working conditions, lack of training, lack of career advancement, and lack of respect from management (Institute of Medicine, 2008) . Workers who believe caring for patients is an important reward of their job are less likely to leave (Brannon, Barry, Kemper, Schreiner, & Vasey, 2007) . Minimizing or ignoring cultural differences may contribute to nondominant racial and ethnic workers feeling unsupported and may contribute to job dissatisfaction and increased turnover. Lower turnover rates mean patients will have higher levels of continuity which have been found to lead to fewer hospitalizations, fewer visits to the emergency room, and improved functioning in activities of daily living (Russell, Rosati, Rosenfeld, & Marren, 2011) .
The purpose of this study was to explore the effect of culture and language discordance between HHAs and their patients or coworkers on worker outcomes. Therefore, the following hypotheses were tested: H1: HHAs who experience language discordance with patients will have poorer work-related outcomes. H2: HHAs who experience cultural discordance with patients will have poorer work-related outcomes. H3: HHAs who experience cultural discordance with coworkers will have poorer work-related outcomes.
Methods
Data and Sample
Data for this study were from the 2007-2008 National Home Health Aide Survey (NHHAS), a national multistage probability survey conducted by the Centers for Disease Control and Prevention's National Center for Health Statistics (Bercovitz et al., 2010) . Although the NHHAS includes data on home health agencies and their employees, only the data from the interviews with the 3,377 HHAs were utilized for analysis. The interviews with the HHAs included 12 distinct sections that thoroughly addressed HHAs' current and past work experiences (Bercovitz et al., 2010) . Sections utilized for this study detailed the HHAs demographics, patient relations, and job satisfaction.
Measures
Work-related outcomes
We follow the lead of researchers who have previously utilized the NHHAS to study the effect of workplace injury on worker outcomes for HHAs by employing four separate single-item measures from the NHHAS to fully capture work-related outcomes (McCaughey et al., 2012) . Regarding job satisfaction, HHAs were asked "Overall, how satisfied are you with your job?" This item was coded on a 4-point Likert scale ranging from 1 (extremely satisfied) to 4 (extremely dissatisfied). To measure turnover intent, HHAs were asked "How likely is it that you will leave this job at (AGENCY) in the next year?" This item was coded on a 3-point Likert scale ranging from 1 (very likely) to 3 (not at all likely). HHAs were asked two separate questions to determine whether they would recommend a family member or friend to their agency for care or for employment. Each of these measures was coded on a 4-point Likert scale ranging from 1 (definitely recommend it) to 4 (definitely not recommend it). For this study, all four single-item measures were inverted to reflect high job satisfaction, high turnover intent, and greater willingness to recommend their agency.
Language and cultural discordance
Three single-item measures from the NHHAS were utilized to measure whether the HHAs experienced language or cultural discordance reported as difficulty communicating with either patients or coworkers. Two distinct questions directly addressed difficulties in communication with patients. Measuring language discordance with patients, HHAs were first asked how often they had "difficulty communicating with patients because they speak a different language than you." Measuring cultural discordance with patients, they were then asked how often they had "difficulty communicating with patients because they have a different background, different values, or beliefs than you." Regarding cultural discordance with their coworkers, HHAs were asked how often they had "difficulty communicating with other members of the health care team because they have a different background, different values, or beliefs than you." Each of these three language or cultural discordance questions was originally coded as 1 (always), 2 (sometimes), or 3 (never). As less than 1% of HHAs reported always having trouble communicating for each separate measure, all three discordance measures were collapsed into binary variables capturing any communication difficulty and were coded 1 (sometimes or always) or 0 (never).
Control Variables
Based on prior findings from the NHHAS that supervisor support predicted job satisfaction (Yoon et al., 2016) , supervisor support was included as a control measure in this study. HHAs were asked four distinct questions to determine whether their supervisor: "provides clear instruction when assigning work"; "is supportive of progress in my career, such as further training"; "listens to me when I am worried about patient care"; and "tells me when I am doing a good job." Each measure was originally coded 1 (strongly agree), 2 (somewhat agree), 3 (somewhat disagree), or 4 (strongly disagree). For this study, the four measures were combined into a scale variable and coding was reversed to reflect positive supervisor support. The Cronbach's alpha for the supervisor support scale was .81. Similar to earlier research on those working in home health care (Castle, Engberg, Anderson, & Men, 2007;  Institute of Medicine, 2008; McCaughey et al., 2012) , this study included measures to control for sociodemographic characteristics of the HHAs. Age at time of survey was a continuous measure ranging from 20 to 65 years. Female was a dichotomous measure coded 1 (females) or 0 (males). Combined race-ethnicity measures were constructed from two distinct variables in the NHHAS, racial category and Hispanic identity. The four resulting race-ethnicity dichotomous variables were each coded 1 (the specified category) or 0 (all other race-ethnicity groups): Hispanic, non-Hispanic white, non-Hispanic black, and non-Hispanic other. The education measure was constructed from two distinct education variables in the NHAAS. The first education measure in this survey reported the highest grade or year completed ranging in grade level from 0 to 12, then switching to years of college completed from 1 to 3, then recording college graduates, and a general category for postcollege experience. The second education variable in the NHHAS recorded whether the HHA had achieved a high school diploma or GED. These two education measures were combined into a threshold level of education measure that was coded 1 (no high school diploma or GED), 2 (GED), 3 (high school diploma), 4 (some college, but no college degree), 5 (college graduate), or 6 (postcollege education). Income was coded in $10,000 increments from less than $10,000 to greater than $80,000.
Analytic Strategy
Analysis of Pearson correlations for all study variables provided a baseline understanding of the associations between all measures. T tests were then used to test the bivariate relationships between the three discordance measures and the four work-related outcome measures. After clarifying these bivariate relationships, multivariate ordinary least squares (OLS) regression models were utilized to test for the effects of each individual language or cultural discordance measure on each separate work-related outcome measure when controlling for sociodemographic characteristics.
Results from OLS models are reported as unstandardized coefficients, standardized coefficients, and standard error.
Results
Correlations and descriptive characteristics for all study variables are provided in Table 1 . Average level of job satisfaction and willingness to recommend one's agency for care or employment among HHAs was relatively high, and turnover intent was relatively low. Thirty-three percent of HHAs indicated language discordance with patients, 23% indicated cultural discordance with patients, and 12% indicated cultural discordance with coworkers. Average rating of supervisor support was high, measuring 3.69 on a 4-point scale. HHAs had an average age of 46 years, were predominantly women (97%), with a high school diploma, and with a family income of $30,000-40,000 per year. Racial breakdown consisted of 67% non-Hispanic white, 21% non-Hispanic black, 7% Hispanic, and 5% non-Hispanic other.
Correlations were moderately strong between workrelated outcomes and supervisor support, but weak to nonexistent between the measures of language and cultural discordance and supervisory support. Otherwise remarkable was the negative correlation between education and job satisfaction, as well as the positive correlation between education and turnover intent. Also of note were differences by race. White HHAs had increased income, job satisfaction, and willingness to recommend their agency for care or employment, but lower levels of language and cultural discordance. Black HHAs had lower income, job satisfaction, and willingness to recommend their agency for care, as well as higher levels of language and cultural discordance with patients.
Results from t tests analyzing bivariate associations between language and cultural discordance and workrelated outcomes are reported in Tables 2-4. Language discordance with patients was associated only with willingness to recommend one's agency to a family member or friend who needed care. Surprisingly, HHAs who had language discordance with patients were slightly more likely to recommend their agency for care than HHAs who had never experienced language discordance with patients. Cultural discordance with patients was associated only with a lower average job satisfaction. Job satisfaction for HHAs who had experienced cultural discordance with patients was slightly lower than for those who had not. The most prominent differences in worker outcomes were related to cultural discordance with coworkers. HHAs who had experienced cultural discordance with coworkers had −.05** .16*** −.16*** .00 .12*** 4.08 1.89 a lower mean job satisfaction, higher mean turnover intent, and were less likely to recommend their agency to a family member or friend for either care or employment.
These bivariate findings were confirmed in multivariate analysis controlling for supervisory support and the sociodemographic characteristics of the HHAs. As reported in Table 5 , language discordance with patients was not a significant predictor of job satisfaction, turnover intent, or willingness to recommend one's agency to a family member or friend for employment. However, language discordance with patients was associated with an increase in willingness to recommend one's agency to a family member or friend in need of care (β = .04, p < .05). As reported in Table 6 , cultural discordance with patients was not associated with turnover intent, or willingness to recommend one's agency to a family member or friend for either care or employment. However, cultural discordance with patients was associated with decreased job satisfaction (β = −.03, p < .05).
The primary association between discordance and workrelated outcomes was apparent in analysis of the effect of cultural discordance with coworkers due to different backgrounds, values, or beliefs (Table 7 ). An increase in cultural discordance with coworkers was associated with decreased job satisfaction (β = −.05, p < .01) and increased intent to leave one's job in the next year (β = .06, p < .001). Cultural discordance was not associated with whether an HHA was willing to recommend their agency to a family member or friend for care or employment.
Supervisor support was the strongest predictor of worker outcomes across models and was associated with increased job satisfaction, lower turnover intent, and increased willingness to recommend one's agency to a family member or friend for care or employment. Associations between demographic characteristics and work-related outcomes were consistent across models. Increased age was associated with improved job satisfaction and lower turnover intent. Compared with non-Hispanic whites, non-Hispanic blacks had decreased job satisfaction, more intent to leave their job, and less willingness to recommend their agency to a family member or friend for either care or employment. Non-Hispanic others were less willing than non-Hispanic whites to recommend their agency to a family member or friend for care. Increased education was associated with lower job satisfaction, increased turnover intent, and greater willingness to recommend one's agency for care. Increased income was associated with improved job satisfaction and more willingness to recommend one's agency to a family member or friend for employment.
Due to the consistent predictive power of both the supervisor support and non-Hispanic black measures on work-related outcomes, interaction terms combining these measures with the language and cultural discordance measures were analyzed. Though not reported in this article, there were no significant interactions between the language and cultural discordance measures and measures for supervisor support or non-Hispanic blacks.
Discussion
The study examined the effect of culture and language discordance between HHAs and their patients or coworkers on worker outcomes. With strong leadership and commitment from healthcare organizations and policymakers, strategies provided in this section may facilitate better HHA work outcomes and ultimately benefit the well-being of patients. As expected, supervisor support was a strong predictor of all worker outcomes. However, language and cultural discordance also predicted worker outcomes, even when controlling for supervisor support. In terms of H1 and H2 related to language and cultural discordance with patients and work-related outcomes, language discordance with patients was associated only with willingness to recommend one's agency to a family member or friend who needed care. Surprisingly, HHAs who had language discordance with patients were slightly more likely to recommend their agency for care than HHAs who had never experienced language discordance with patients. Given the Recommend agency for job Note: *p < .05. **p < .01. ***p < .001. Recommend agency for job 3,202 3,192 3,199 3, 193 racial background of the sample from the NHHAS, it is likely that the majority of the HHAs in this data set spoke English. With the increasing diversity of the older adult population, it may be that some patients were not English proficient. The different backgrounds between HHAs and patients may contribute to increased diversity as a part of HHAs' jobs and their satisfaction as found in the literature (Parker et al., 2006) . Additionally, older adults who lack English proficiency, such as Asian Americans, have been found to be isolated and lonely in their homes (Weng, 2016) . Those who need the assistance of HHAs may be happy to have the company. HHAs, despite the language difficulties, may see the appreciation of their presence and impact of their care. We also found that cultural discordance with patients was associated only with a lower job satisfaction. As indicated in the literature, different backgrounds may impact effective communication (Block, 2003) . Difficulty communicating may lead to job dissatisfaction. Cultural discordance may also be related to racial tensions between worker and patient that have been found to contribute to job dissatisfaction (Morris, 2009) . Because HHAs are deployed into the community and often isolated in patients' homes, organizations must develop strategies to support their work. Such activities can include providing mentorship and supervision, taking time to introduce the workers to the patients, and explaining the qualifications of the worker to the patient so that their expertise is recognized. Providing patient and worker information about each other's backgrounds to increase sensitivity about their differences may address some of the language and cultural discordance (Browne & Braun, 2008) . Cowan and Norman (2006) found knowledge of patients' cultural backgrounds can contribute to better care. Agencies can educate HHAs who are assigned patients speaking English as a second language as they may take a little longer to process information than in their native language. Workers can also be advised to speak more slowly, avoid unnecessary use of slang terms that are culturally based, and write things down clearly. At the beginning stages of the hiring process, organizations can ask patients about language and cultural preferences for the HHAs. This strategy is supported by research that indicates people preferring others who are of similar backgrounds (McPherson et al., 2001) . To implement this strategy, organizations must hire a diverse workforce to ensure that patients preferences are met. Having a multicultural workforce that mirrors an increasingly multicultural patient population may contribute to meeting the needs of an ethnically diverse population. This strategy can also reduce health disparities because it removes cultural and language barriers to care.
Independent variables
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The most prominent differences in worker outcomes were related to cultural discordance with coworkers as predicted in H3. We found that HHAs who had experienced cultural discordance with coworkers had a lower mean job satisfaction and higher mean turnover intent, even when controlling for the effect of supervisor support. The relationship between cultural discordance with coworkers and worker outcomes may support the literature on increased diversity as a part of HHAs' jobs and their satisfaction (Parker et al., 2006) . Organizations should commit to a work environment in which supervisors have and promote respect for diversity. Diverse employees should be integrated into the workplace with adequate orientation time. Cultural sensitivity training for staff is a common strategy used to address cultural discordance among coworkers as a way to increase acceptance and respect for differences. As supervisors are an important part of organizations and workers' job satisfaction, organizations need to be sure supervisors take part in the cultural sensitivity trainings as well. Organizational support such as health insurance, 3,202 3,192 3,199 3,193 employment benefits, and job training has been found to weaken the negative relationship between personal stressors and the perception of supervisor behaviors (Yoon et al., 2016) . Organizational support and supervisor support may help weaken the negative relationship between job satisfaction and job-related stressors (Yoon et al., 2016) . HHAs are essential for making organizations healthy (Yoon et al., 2016) and supervisors' recognition of it may increase their support for workers. All these strategies may reduce discrimination in the workplace and increase supervisors' support for workers. Practitioners and policymakers should note that one's racial, ethnic, and cultural identity is dynamic. Therefore, it is important to not overly generalize because that may lead to stereotypes and not take individual differences into consideration. In general, policymakers need to consider strategies to increase the stability and quality of the HHA workforce. One strategy is by paying livable wages, reimbursing mileage, and providing sick leave and health insurance (Butler et al., 2012) . The Affordable Care Act requires the establishment of a Personal Care Attendants Workforce Advisory Panel to examine issues and advise the Secretary of Health and Human Services and Congress (Paraprofessional Healthcare Institute, 2008) . Issues of cultural and language discordance can be brought to the panel. Finally, to improve worker outcomes in general, Butler and colleagues (2012) suggested employers provide words of appreciation, in-service trainings, recognition luncheons, and timely responses to workers' concerns and questions.
There are limitations to the study that should be considered. The sample only comprises HHAs who work for homecare agencies certified by Medicaid and/or Medicare. It does not include aides who work in continuing care retirement communities, assisted living facilities, and group homes. Independent providers hired directly by patients and workers employed by unlicensed agencies were also not included. The sample included high racial homogeneity and low numbers of immigrants. According to Acker, Pletz, Katz, and Hagopian (2015) , the workforce that provides long-term care is largely composed of poorly paid immigrants. Future studies on HHAs should include those working in noncertified locations as well as those of immigrant backgrounds. Because this study raised questions about discrimination related to nondominant racial and ethnic workers due to their perceptions of cultural and language discordance, a further examination is necessary. Although the study examined language and cultural discordance between HHAs with their patients and coworkers, neither the specific influences on discordance nor the quality of communication was identified in the data. Specific influences could be the result of English as second language for the HHAs or patients as well as differences in regional or dialectical differences in the United States, ethnicity, religion, or family values. Additionally, specific languages and cultures were also not identified. Future studies can examine factors that contribute to language and culture discordance as well as which languages and culture differences have more impact on worker outcomes. Future research can also measure the quality of communication of workers with patients and the healthcare team. Exploration of interventions to improve working conditions and job satisfaction is needed. Cultural and language discordance can lead to ineffective communication. Barriers to effective communication have implications for all involved in the care of older adults. Future research should examine the impact of cultural and language discordance on patient outcomes. Understanding the relationship between healthcare quality to language and/or culture has important public health implications in the provision of services to an increasingly diverse population in the United States.
